Background: Barriers to seeking care for urinary incontinence are specific, objective, external conditions that prevent incontinence sufferers from seeking treatment. The aim of this study was to compare barriers, gender, and health care disparities in incontinence sufferers. Methods: Incontinent patients were recruited into a questionnaire-based cross-sectional study. The 14-item Barriers to Incontinence Care Seeking Questionnaire (BICS-Q) and the three-item International Consultation on Incontinence Questionnaire-Urinary Incontinence Short Form (ICIQ-UI SF) were used to evaluate barriers to seeking health care for urinary incontinence. Results: The representative sample (n = 1014) finally included 567 adults eligible to participate in this study (response rate 55.9%). Of the 147 incontinent males, 93 (63.3%) did not seek care, and of the 420 incontinent females, 282 (67.1%) did not seek care. Untreated males had significantly higher BICS-Q scores than other patients. Risk factors for barriers were obesity (odds ratio 2.13 for females versus 0.83 for males), stress urinary incontinence (1.57 versus 9.38, respectively), and urgency urinary incontinence (2.40 versus 1.75).
Introduction
Urinary incontinence, defined as the involuntary leakage of urine, is a common health problem.
1 Urinary incontinence can be described according to type, frequency, severity, precipitating factors, social impact, effect on hygiene and quality of life, measures used to contain leakage, and whether or not the individual seeks or desires help because of urinary incontinence. 2, 3 Stress urinary incontinence refers to involuntary leakage on effort or exertion, or on sneezing or coughing. Urgency urinary incontinence refers to involuntary leakage accompanied by or immediately preceded by urgency. Urgency urinary incontinence can present as frequent small losses between micturition or as a catastrophic leakage with complete bladder emptying. 1, 3 Large, population-based epidemiological studies have shown a high prevalence and incidence of urinary incontinence in different age groups, genders, and races, and in individuals with certain diseases. 2 Urinary incontinence has a significant impact on quality of life, as measured by specific questionnaires in many epidemiological studies.
Barriers to seeking care for urinary incontinence are external conditions that prevent sufferers from seeking care, such as transportation or health insurance (external barriers). Such barriers differ from internal conditions, ie, attitudes that prevent incontinence sufferers from seeking care, such as embarrassment, fear, or anxiety (internal barriers). 5 Quality of health care can be measured according to the barriers that prevent incontinent patients from seeking care. Different surveys have focused on seeking care, but none have operationalized barriers to care for sufferers. Barrier operationalization allows investigators to minimize confounding bias by adjusting for this independent variable in analyzing the relationship between ethnicity, incontinence type, continence surgery, and other factors. 5 The Barriers to Incontinence Care Seeking Questionnaire (BICS-Q) was created by Heit et al as a valid tool for measurement of external barriers to seeking care. It was developed using the principle of Melnyk's Barriers Scale to operationalize the concept of barriers as perceptions of cost or obstacles to care by the consumer. 5 The International Consultation on Incontinence Questionnaire-Urinary Incontinence Short Form (ICIQ-UI SF) was created for the basic evaluation of urinary incontinence, especially in primary care. 6, 7 Both questionnaires have been validated for studying the seeking of health care by incontinent patients. 8, 9 Questionnaires allow for the study of different aspects of urinary incontinence among participants in large epidemiological studies. 5, 6 The aim of this study was to compare barriers, gender, and health care disparities in an adult population with urinary incontinence.
Materials and methods Population
This cross-sectional study was conducted in randomly selected primary care clinics in a central European country from March to June 2009. Specific barriers to seeking care were analyzed in a group of patients with urinary incontinence. Adult men and women of all ages were included in this questionnaire-based study. Participants were randomly selected from the patient lists of county outpatient clinics. Every odd patient was included if they had experienced at least one episode of urinary incontinence in the previous month. Exclusion criteria were treatment for urinary incontinence at the time of consultation, refusal to participate in the study, absence of urinary incontinence, and deterioration of cognitive function. The study was approved by the local ethics committee. Informed consent, required by the institutional review board, was obtained for each study participant.
The estimated prevalence of urinary incontinence in middle-aged and older women ranges from 30% to 60%, and the prevalence increases with age. The epidemiology of urinary incontinence in males has not been investigated to the same extent as in females, but the limited evidence suggests that urinary incontinence is at least twice as prevalent in women as in men. 2 The sample size was established based on the estimated prevalence of urinary incontinence. A sample of 121 cases for each gender was necessary to achieve an 80% power to detect a difference by gender. Statistical significance was set at 0.05 (type I error rate).
Procedure and measures
Patients completed a paper-based questionnaire after consultation with their general practitioner. Sampling was completed during a one-week period with each physician. The period of sampling was March to June 2009. The questionnaires were collected by a researcher after each physician had evaluated his or her final patient, and included in the study database.
Two validated questionnaires were used to measure barriers to seeking care for urinary incontinence. The BICS-Q consists of a 14-item scale with items related to relationship, cost, health care site, fear, and convenience (see Table 1 ). An overall BICS-Q score is calculated as the summation of subscale scores. Higher barrier scores are associated with 
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a decreased probability of seeking care for incontinence. 5, 9 The ICIQ-UI SF consists of a three-item scale with items related to frequency and amount of urinary incontinence and quality of life (see Table 2 ). An overall ICIQ-UI SF score is calculated as the summation of all three scales. Higher incontinence scores are associated with increased severity of urinary incontinence. 6, 8 Both questionnaires are Likert format instruments. All patients completed a paper version of a demographics questionnaire, the ICIQ-UI SF, and the BICS-Q, and were separated into groups by gender.
Analysis
Descriptive statistics were used to summarize patient data. The nonparametric Mann-Whitney U test was used for statistical analyses, and statistical associations were sought using Chi-squared (χ 2 ) tests. Adjusted odds ratios (ORs) and 95% confidence intervals (CIs) for the main outcomes were obtained using multivariate logistic regression models, adjusted for BICS-Q score and patient gender. All statistical tests were performed at a significance level of 0.05 using the Statistical Package for the Social Sciences version 11.0 (SPSS inc, Chicago, IL).
Results
In total, 1014 patients randomly selected from 39 centers were identified by this study, and 567 patients (response rate 55.9%) with urinary incontinence were finally evaluated using the inclusion and exclusion criteria described above. The mean age ± standard deviation of the study group was 68.7 ± 15.4 (range 22-98) years. The mean total BICS-Q score was 7.5 ± 7.3 (range 0.0-42.0), and the mean total ICIQ-UI SF score was 13.9 ± 4.6 (range 1.0-21.0). Participants were stratified into four groups based on their reported barriers to seeking care for incontinence: no barriers (300 patients, 52.9%), mild barriers (BICS-Q , 5; 150 patients, 26.5%), moderate barriers (BICS-Q 6-36; 116 patients, 20.5%) and severe barriers (BICS-Q . 36; one patient, 0.1%). The reliability of the questionnaires was measured with Cronbach's coefficient alpha using data provided by the total sample. The Cronbach's alpha coefficient was high for the total set of items in both the BICS-Q (0.91) and the ICIQ-UI SF (0.81).
The most frequent barriers to seeking care were participants' fear of the health care practitioner, long waiting times at appointments, and long distances to travel to the nearest clinic. Patients with mild to moderate levels of urinary incontinence (ICIQ-UI SF # 12) had a BICS-Q mean score of 5.9 ± 5.4, and patients with severe to very severe levels of urinary incontinence (ICIQ-UI SF $ 13) had a BICS-Q mean score of 8.3 ± 8.0. This difference was statistically significant (P , 0.05). These findings support the notion that patients with severe urinary incontinence have a decreased probability of seeking care for incontinence.
The study group consisted of 147 males (25.9%) and 420 females (74.1%). The mean BICS-Q score was 7.4 ± 6.9 in females and 7.7 ± 8.4 in males, and the mean ICIQ-UI SF score was 13.6 ± 4.6 in females and 14.6 ± 4.7 in males. Patients were divided into four groups based on treatment for urinary incontinence and gender. Among the male patients, 93 (63.3%) reported no treatment for their urinary incontinence and 282 (67.1%) of the female patients reported no such treatment. Statistically significant differences between treated and nontreated patients were found according to age and body mass index among females and according to history of prostatectomy and education among males. Treated males had significantly lower BICS-Q scores (see Tables 3 and 4) . 
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Adjusted odds ratio by gender (OR) revealed risk factors that might influence seeking health care (see Table 5 ). Females with obesity were 113% more likely not to seek care (females versus males; OR 2.13, 95% confidence interval [CI] 1.35-3.34 versus OR 0.83, 95% CI 0.36-1.93), stress urinary incontinence were probability 57% (OR 1.57, 95% CI 0.94-2.36 versus OR 9.38, 95% CI 1.07-12.62), and urgency urinary incontinence were probability 140% (OR 2.40, 95% CI 1.49-3.87 versus OR 1.75, 95% CI 0.84-2.65) but females with a BICS-Q score . 20 were only 9% more likely not to seek care (OR 1.09, 95% CI 0.45-2.65 versus OR 3.06, 95% CI 1.05-9.89). All of these differences were statistically significant. Duration of urinary incontinence longer than 5 years had a slightly stronger association with probability of not seeking care in females than in males (OR 1.21, 95% CI 0.77-1.88 versus OR 0.51, 95% CI 0.23-1.13). History of hysterectomy and prostatectomy were low risk factors as barriers to seeking care for incontinence (OR 0.83, 95% CI 0.51-1.34 versus OR 0.18, 95% CI 0.08-0.41). 
Discussion
To our knowledge, this is the first European study on gender-specific differences that might influence seeking of health care for urinary incontinence that has shown a different probability of not seeking care between incontinent females and males. The most important determinants of the probability of seeking health care were type and duration of urinary incontinence, body mass index, education, and BICS-Q score . 20. External barriers to seeking care differ from internal barriers, the latter being attitudes or beliefs that prevent incontinence sufferers from seeking care, such as embarrassment, fear, or anxiety. Disparities in seeking health care for some medical conditions can be explained by socioeconomic differences in barriers to care for sufferers. 5 Urinary incontinence is a relatively common disease with a significant impact on quality of life. There are no gender differences in prevalence of urinary incontinence in the elderly.
2,10 Treatment of urinary incontinence is often foregone due to a decision taken by the patient not to seek care, which is evident in our findings. [11] [12] [13] Variation in the health care systems of different countries determines the reasons given by people for not seeking treatment for urinary incontinence. [14] [15] [16] Patients give many reasons for not seeking treatment, including lack of perception of urinary incontinence as abnormal or serious, a belief that urinary incontinence is a normal part of ageing, embarrassment, low expectation of treatment success, and a belief that they should cope on their own. Several studies have identified factors associated with seeking care for urinary incontinence, including severity, duration, and type of urinary incontinence, nocturnal symptoms, and the bother or impact of urinary incontinence. 2, [17] [18] [19] Barriers originate in insufficient motivation of patients to seek care for incontinence. In some countries, motivation often comes with spousal input, the deleterious impact of urinary incontinence on quality of life, low work efficiency, changes in lower urinary tract symptoms, or the necessity of health care for different reasons. Patients experience barriers both before and during investigation by a physician because of embarrassment as a result of the intimate nature of urinary incontinence. Patients do not have access to information about specific barriers to seeking care for urinary incontinence. [20] [21] [22] [23] Patients seeking treatment for urinary incontinence at the time of consultation were not included in this prospective cross-sectional study. This study quantified barriers, described the occurrence of barriers in the incontinent patient population, and calculated ORs with respect to the different factors. Most of the barriers to seeking care were mild or moderate.
The BICS-Q was created on the basis of psychometric analyses of barriers in incontinent patients. 5 Some authors do not agree with this form of psychometric quantification due to the different health and social problems in low-income countries. 13, 14 Despite the differences between health policies in the US and Europe, the BICS-Q should be suitable for quantification of barriers in either setting. Our study used the BICS-Q as a reasonable tool for measurement and quantification of barriers to seeking care for incontinence in central Europe. Further use of the BICS-Q may clarify different aspects of barriers with respect to the varying health care environments of different countries.
Access to primary health care could be an important determinant of barriers to seeking health care for incontinence. A patient will avoid a basic evaluation of urinary incontinence if he or she is afraid of the health care practitioner, if the waiting time at the clinic is too long, or if it takes a long time to travel to the nearest clinic. In this study, these were the most frequent barriers (in nearly 50% of cases). Discussion about urinary incontinence in primary health care is necessary for patients to improve their knowledge and motivation to pursue successful treatment. 15, 19, 22, 24 In an epidemiological survey done in a sample of Middle Eastern women, barriers to seeking consultation for urinary incontinence were embarrassment (67.2%), the assumption that urinary incontinence was normal in older age or after giving birth to multiple children (46.7%), choice of 20 We found that the impact of health care providers is an important external barrier to seeking care for incontinence (59.4% of cases). Stress urinary incontinence was more important in males than in females because males versus females were 838% versus 57%, respectively, more likely not to seek care. Males had lower ORs than females for urge urinary incontinence; they were 75% versus 140% more likely not to seek care. We did not evaluate age-related changes in the level of urinary incontinence.
This study raises the possibility of influencing the thinking of patients and physicians with regard to barriers to seeking care for urinary incontinence. Sufferers with a higher risk of barriers must be motivated to decrease their internal barriers and to communicate their external barriers to health care. The ICIQ-UI SF questionnaire is suitable for basic evaluation of incontinent patients and quantification of urinary leakage. This diagnostic tool can improve the basic evaluation of urinary incontinence by general practitioners and provide simple treatment in the early stages of the problem.
2,6,7
Conclusion
We conclude that external barriers to seeking care for incontinence are gender-specific. Females with obesity and urge urinary incontinence and males with stress urinary incontinence reported more suffering than others. Because longer life expectancy is likely to increase the size of the ageing population, our results may contribute to improved health care for the incontinent population in the future. Identification of barriers to seeking care for incontinence can help to guide the creation of effective social and health programs and policies. Gender-specific barriers must be taken into account when making health care decisions concerning individuals with urinary incontinence. However, patients with a higher risk of barriers have to be motivated to manage their urinary incontinence.
